OBJECTIVES: To demonstrate a novel tissue simulation task trainer to teach the colpotomy portion of a laparoscopic hysterectomy using porcine stomach. DESCRIPTION: Hysterectomy continues to remain as the most common benign gynecologic surgery performed among women in the United States. Over the last decade, laparoscopic approach has increased substantially. However, the use of simulation in teaching various procedures including laparoscopic hysterectomy remains rather limited. Currently, there are no low-cost tissue models that exist to teach trainees how to perform a colpotomy during laparoscopic hysterectomy. To address this gap, we have designed a laparoscopic colpotomy model using porcine stomach attached to a uterine manipulator. This video outlines the steps in creating a reusable uterus model, the assembly of the porcine stomach and RUMI manipulator to simulate the cervicovaginal junction, as well as a demonstration of the colpotomy incision using a Harmonic scalpel. Use of this model is compatible with any laparoscopic simulation platform. In addition, colpotomy can be performed with any variety of laparoscopic instruments and energy devices based on surgeon preference and educational objectives. CONCLUSION: With the continued increase in laparoscopic hysterectomies, as well as the overall increase in minimally invasive hysterectomy numbers for OBGYN residency requirements, teaching proper surgical technique and appropriate handling of different electrosurgical devices are essential during residency training. This video depicts an innovative low-cost teaching model in order to teach and practice laparoscopic colpotomy in a safe environment. Future work may include improvements to this prototype such as incorporating surrounding organs, replicating the application of upward traction, and studying the value of teaching using this model on individual trainee performance in the operating room.
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DESCRIPTION:
The American College of Obstetrics and Gynecology (ACOG) supports vaginal hysterectomy as the "approach of choice whenever feasible." Nevertheless, there is a nationwide downtrend in the transvaginal approach to hysterectomy. There has been a shift toward other minimally invasive procedures, despite the known improved outcomes with vaginal hysterectomies. Trainees are graduating with, on average, half the number of vaginal compared to laparoscopic hysterectomies, stressing the need for supplemental vaginal surgery simulation education. Various low-cost models for vaginal hysterectomy have been previously published. However, most models focus on identification of important anatomic structures, surgical steps, and pedicle suture technique. Models lack realistic simulation of vesicovaginal dissection for anterior entry into the peritoneal cavity. This is a skill unique to vaginal hysterectomy and often difficult for new learners. The flower pot hysterectomy model described by the Advanced Surgical Simulation and Endoscopic Surgical Simulation (ASSESS) ACOG course is a low cost, flexible, and reusable training tool. We suggest modifications to allow for realistic anterior peritoneal entry with vesicovaginal dissection. This video explains construction of the modified flower pot model and demonstrates simulated dissection with live dissection comparison. CONCLUSION: Current vaginal hysterectomy models lack realistic simulation of the vesicovaginal dissection. Our modifications to the flower pot model enable surgical education for this skill unique to vaginal hysterectomy and often difficult for new learners.
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18 Reconstruction after female genital mutilation 
OBJECTIVES:
The primary objective of this video is to demonstrate the surgical management of a case of female genital mutilation (FGM). FGM includes all procedures that involve partial or total removal of the external female genitalia or injury to the female genital organs for non-medical reasons. A review of clitoral anatomy and the classification scheme of FGM will also be addressed. DESCRIPTION: A 44 year-old female with a history of FGM as an infant presented with dyspareunia. She experienced FGM at age 18 months as part of a traditional rite of passage for females in North Sudan. She described undergoing excision of a portion of the external vulva and then having the remainder of the two labia sewn together (infibulation). Her dyspareunia was characterized by pain with penetration as well as pain during and after intercourse. She denied any urinary or menstrual complaints. On exam, she was found to have fusion of her labia minora leaving her with an introitus of approximately two centimeters. The clitoris was neither visualized nor palpable. The urethra was not visualized. Surgical management included reconstruction of the external genitalia with placement of an autologous vaginal epithelial graft. Reconstruction was accomplished via separation of the fused labia in order to create a larger introitus. At this point of the procedure, it was clear there was no intact clitoris. A vaginal graft was placed at the level of the medial mucosal defect resulting from defibulation. The postoperative course at one month was notable for slight lateral deviation of the patient's urine stream but no other issues. OBJECTIVES: The objective of this video is to present 5 key steps to performing a successful vaginectomy at the time of laparoscopic hysterectomy and bilateral salpingo-oophorectomy using the "TRIK-E" technique. DESCRIPTION: Vaginectomy is a type of gender affirming surgery for transgender men in which the vaginal epithelium is removed, and the vaginal canal is obliterated. Complications are common, and blood transfusion rates have been reported as high as 34%. Nulliparity and testosterone-associated changes to the vaginal epithelium are two unique challenges that increase the technical complexity of this procedure. To optimize the approach to this challenging procedure, we present 5 key steps that we refer to as the "TRIK-E" technique. The key steps are as follows: first tag the corners of the vaginal cuff laparoscopically, next use a self-retaining retractor to optimize exposure, the third step is generous use of dilute vasopressin, the fourth step is strategic use of a kittner for blunt dissection, and the final step is eliminating dead space during vaginal closure. CONCLUSION: We hope the "TRIK-E" technique helps to optimize the surgeon's approach to this increasingly common procedure in transgender care.
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Caroline Kieserman-Shmokler: Nothing to disclose; Emily M. English: Nothing to disclose; Pamela S. Fairchild: Nothing to disclose; Daphna Stroumsa: Nothing to disclose; Carolyn W. Swenson: Nothing to disclose. OBJECTIVES: To demonstrates the surgical technique for a pre-peritoneal uterosacral ligament vaginal vault suspension in a post-hysterectomy patient presenting with apical prolapse. DESCRIPTION: In this video, we present the novel surgical technique for a pre-peritoneal uterosacral ligament vaginal vault suspension in a post-hysterectomy patient presenting with apical prolapse. This unique technique allows for avoidance of entry into the peritoneal cavity, therefore alleviating the need for the difficult dissection involved with entering the peritoneal cavity, and thus decreasing the risk of bowel or bladder injury. This technique also decreases operative time and allows for a more rapid post-operative recovery. Despite not entering the peritoneal cavity, this pre-peritoneal approach allows for a high apical suspension. CONCLUSION: Pre-peritoneal uterosacral ligament vaginal vault suspension is a safe and effective alternative to the traditional uterosacral ligament suspension in which the peritoneal cavity is entered, and should be considered by urogynecologic surgeons when approaching apical prolapse repair in a post-hysterectomy patient. OBJECTIVES: To demonstrate the technique for performing uterosacral ligament suspension by using barbed suture, which adds to ease of procedure and decreased risk of complications DESCRIPTION: In this video, we demonstrate the technique for the laparoscopic uterosacral ligament suspension via the use of barbed suture. The patient is a 49-year-old female who presented to her OB/ GYN with complaints of prolapse and urinary discomfort. She originally underwent a supracervical hysterectomy in 2010. The patient began experiencing the symptoms of prolapse roughly 1 year ago. She was referred to urogynecology for evaluation and treatment. To begin the procedure, vital structures are identified, including ureters, uterosacral ligaments, and internal iliac arteries. Trachelectomy is performed and the vaginal cuff is closed using delayed absorbable suture. Each angle of the vaginal cuff is then sutured to the ipsilateral uterosacral ligament, taking care to place each stitch at the level of the ischial spines, thus decreasing the risk of sacral nerve root entrapment. All sutures used for this procedure were barbed sutures. After ensuring hemostasis, ureteral peristalsis is visualized bilaterally. Brisk ureteral efflux was noted bilaterally via cystoscopy at the end of the procedure. CONCLUSION: Uterosacral ligament suspension can be an ideal procedure for the treatment of pelvic organ prolapse. As noted in this video, the procedure can be efficiently conducted laparoscopically and care can be taken to decrease the risk of both ureteral and sacral nerve injuries. The use of barbed suture aids with the ease of procedure and can decrease risk of complications. Additionally, USLS leads to minimal distortion of the vaginal axis compared to other procedures.
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OBJECTIVES:
The objective of this video is to demonstrate our technique of sacrocolpopexy mesh attachment using bidirectional barbed sutures. DESCRIPTION: Sacrocolpopexy is considered by many as the preferred option for management of apical prolapse repair. The minimally invasive approach offers many advantages but comes at a cost of longer operating time. In this video we describe our technique of sacrocolpopexy mesh attachment using bidirectional barbed suture. It is a delayed absorbable monofilament suture with barbs extending bidirectionally from the midpoint resulting in the anchoring of tissue without the need for tying knots. It has been shown to improve efficiency of mesh attachment while demonstrating similar anatomic outcomes.
